The Malmo double contrast enema (Welin 1958) has been in routine use at St Mark's Hospital for the last two years. This paper describes our experience of 2,000 cases and analyses the results of the 475 consecutive examinations carried out in the first six months of 1963.
Radiography of the rectum is important. We have so far found four lesions which were not detected at first sigmoidoscopy (Fig 1) .
The Malmo method relies upon scrupulous cleansing of the bowel, followed by comprehensive radiography after the barium-coated colon has been distended with air (see Tables 1 and 2 ). The colon is made translucent so that a neoplasm in one part can be seen, even if it is completely covered by another loop of bowel (Fig 2) . Whatever is seen on the screen, the full range of views is taken. This ensures complete visualization of the bowel.
As the patient's position alters for the various films, barium continually washes over the mucosa. A constant lesion will remain; fxcal matter (if any) will be washed to and fro. The method relies upon the demonstration of positive anatomical features to show lesions. Consequently, lesions are of comparable size in any view, unlike the inconstant filling defects seen when the colon is variably filled with barium.
Propantheline is given intravenously to help to differentiate between a muscular contraction and an organic stricture (Lumsden & Truelove 1959 In 51 patients, one or more polyps were diagnosed radiologically. Of these 33 were confirmed operatively, and 9 are being followed radiologically. In the remaining 9, 4 were refuted radiologically at a second examination and 5 were not confirmed, 3 of them during examination under anesthesia and 2 by laparotomy. The two most important were those in whom an operation was done but no polyp found.
In one case there were many diverticula in the splenic flexure and one of these looked as if it were a polyp lying within the lumen. In the other, a cecal polyp was suspected but nothing found at operation. At present the right approach seems to be to confirm the presence of a polyp by a second X-ray examination before the patient is subjected to laparotomy. Outside the present series we have had 4 cases in which the polyps demonstrated radiologically were not felt at operation, but were found after the colon had been opened. It is wasteful and dangerous to practise this enema technique only occasionally. The value of a routine is to acquire skill in using the method. In very small lesions, thorough cleansing and a long tube-film distance are essential (Fig 5) .
Of the 25 cases diagnosed as carcinoma, operation showed 18 to have carcinoma, 2 to have adenoma, 3 to have diverticular disease and one to have no abnormality. In the other patient the diagnosis was not confirmed on repeat barium enema. It would seem that the results of the double contrast enema are more reliable in carcinoma than in polyps. This is due to the larger size of malignant lesions, to their tendency to produce more striking radiographic signs -for example, narrowing of the lumen, irregularity of the bowel wall (Fig 6) In 49 patients a radiological diagnosis of ulcerative colitis was made. There were a further 5 patients who had abnormal findings on signoidoscopyand whoseX-rays lookednormal. The most likely cause of this discrepancy is the ability of thie sigmoidoscopist to see colour changes, whereas the radiologist can only detect a lesion which causes an alteration in contour. Thirteen patients showed radiological evidence of Crohn's disease.
Conclusion
If carried out skilfully and with scrupulous regard to its basic principles, and if interpreted with experience, the double contrast enema is probably the best radiological investigation of the bowel for anatomical lesions.
